operation very much. With regard to the discussion as between the extraand the intraperitoneal methods of closing a colostomy opening, I have no very strong views. I have not had enough experience of the intraperitoneal method to enable me to say it is superior to the extraperitoneal. But it appeals to me as a logical and thorough method, on the lines of sound modern surgery, and I see no reason why it should be more dangerous than the other, especially if Mr. Lockhart Mummery's valuable suggestion of keeping the bowels loose after the operation is adopted.
Mr. ASLETT BALDWIN: It always seems to me that if a person has got a colostomy which should be closed, it is a pity to subject him to more risks than are absolutely necessary. The method I have always used for closing colostomies has been a modification of Greig Smith's method of extraperitoneal closure. I make an incision through the skin, about 1 in. from the opening, all round, go through the whole thickness of the skin, and separate the bowel with this piece of skin attached. I sew up the opening with chromicized catgut, leaving the ridge of skin all round, and including it and the bowel in the suture: the skin prevents the suture from cutting out easily. This suture line is then inverted with a second chromic catgut suture. The bowel, by means of the finger, is separated all round, and is pushed deep to the whole of the abdominal muscles. Then the internal oblique and the transversalis are brought together with catgut over the bowel, and the external oblique is brought over that, and, finally, skin. A small drainage tube is put down in the centre, near the bowel but not quite close to it. That is taken away on the second or third day after the bowel has been moved. Under that treatment I see no reason for danger; the operation is perfectly easy, and there is no reason why there should be any permanent weakening of the abdominal wall, though it has been suggested that there might be. I think, Sir, you expressed surprise that there was no more weakening in the case which was shown just now. I do not see why these should have weakening if the muscles are brought together again. With regard to narrowing of the lumen of the bowel, I think that is negligible.
If the bowel is narrowed, I think it dilates up later and compensates for the slight narrowing, and I do not remember such a case in which the patient has had inconvenience on account of constipation. It seems to me that is the ideal method of closing colostomy openings. It is, I contend, free from all risks, and it is easy to do. The spur disappears as the bowel is pushed back. The ridge of skin causes no trouble, its epithelium no doubt adapts itself to its new environment, if any is left, but I cut away the epithelial line with curved scissors before suturing.
The PRESIDENT: Mr. Baldwin says he has not met with interference with the lumen of the bowel owing to spur formation, but this must depend on what was done at the time of the operation-i.e., whether any part of the circumference of the bowel was removed. Some surgeons cut off a good deal, while others merely incise it.
